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Wilderness medicine programs are proliferating for several reasons: more and more people (including those with medical problems or disabilities) are engaging in wilderness recreation; medical students who participate in a wilderness medicine elective often rate it as the best course they ever took 1 ; wilderness medicine skills apply to many other situations, such as disaster responses, foreign travel, and rural emergency medical services (EMS) with long or chancy transport to hospitals; urban hospitals deal with many problems that people bring back from the wilderness; and outdoor recreation programs are natural partners for wilderness medicine programs, which encourages them to pool their resources and faculty. Moreover, wilderness medicine has long been taught to lay people as well as physicians, because physicians are almost never available in outdoor emergencies. Most of these themes run through the present article.
For example, the collaboration of medical faculty with outdoor instructors, which the fortuitous existence of an outdoor program at Cornell University made possible for the authors' program, is standard practice in European Mountain Medicine courses for physicians. 2 This combination of medical and outdoor skills training has been featured at Wilderness Medical Society conferences as well, because in order to take care of other people in wilderness situations, you must first be able to take care of yourself. Making a modified wilderness medicine curriculum available to Cornell undergraduates also reminds us of the growing demand for realistic emergency care training from people who do outdoor recreation, which has caused courses for lay people to multiply. Some of these courses, pioneered many years ago by groups like The Mountaineers in Seattle, teach techniques (such as reducing dislocations) that even paramedics are not allowed to do in urban situations.
Another collaboration described by the authors is with their hospital's Hazardous Materials Team and their EMS Special Operations Team, which reminds us that major disaster scenes are (from a medical perspective) wilderness situations and that many people involved in disaster response, as well as emergency medical technicians and nurses, are taking wilderness medicine courses. The authors also mention that these collaborations have created opportunities for relevant research.
All of these themes have one thing in common-the recognition by more and more people that wilderness medicine is relevant to their lives and (in many cases) necessary to their occupations. In a way, this is a reversal of the trend for medicine to become more and more specialized and compartmentalized, which has isolated it from the lives and educations of people outside the profession. In previous centuries, when doctors were scarce, there were many medical guides written for lay people. Perhaps the earliest example in North America was Every Man His Own Doctor: Or, The Poor Planter's Physician. 3 By the early 20th century, these guides had grown into massive tomes containing much of what was in the contemporary medical curriculum (one example being owned by this writer's paternal grandfather). Then, with the expansion of medical training and hospital facilities, followed by the development of the EMS system in the 1970s, the boundary between medical practice and first aid training for lay people was more and more sharply drawn. But now that boundary is shifting, as people realize that for wilderness emergencies or disaster situations, they will need training in wilderness medicine to take care of anyone who is injured. The field of wilderness medicine continues to mature and is now making headway into urban medical institutions not historically viewed as repositories of backcountry care. We discuss these factors as well as offer our institution's recent experience in developing a wilderness medicine curriculum as a rationale and a potential template for expanding educational and practice opportunities for other urban graduate medical education training programs.
THE WILDERNESS INSTRUCTOR
Wilderness Medicine Education in the City
Urban wilderness medicine education
Although the field of wilderness medicine (WM) has been established as an academic specialty for decades, we have seen a recent increase in WM education at urban academic medical centers in areas not proximal to wilderness areas.
This essay describes the factors in this evolution of WM education and presents our institution's recent experience as a rationale and a potential template for developing a WM program within an urban emergency medicine (EM) department.
Although there is no central database to track the number of academic WM programs (interest groups, student/resident electives), Morton and Marshall published a survey of WM academic programs in 2004. Of those listed, Ͼ90% had started in the previous 10 years. Of the Ͻ20 commercial and academic programs they listed, approximately 7 were based in population centers of Ͼ500 000 people. 1 These trends suggest a tipping point in WM-based educational initiatives that may be attributable to several factors.
First is the increase in outdoor (''environmental'') recreation. By many measures, outdoor activities among the general public have increased markedly over the past few decades. A Roper Report survey shows Americans' participation in outdoor recreational activity at least ''several times per month'' increased from 36% to 54% from 1994 to 2001. 2 This trend can also be demonstrated by the proliferation and commercial success of adventure travel and outdoor educational programs, such as the National Outdoor Leadership School (NOLS) and Outward Bound, steady annual increases in visits to National Parks and recreational areas, and unprecedented numbers of persons participating in extreme ''adventure racing'' and ''eco-challenge sports.'' 3 With advancement of the active 'baby-boomer' generation to geriatric demographics, the risk factors and medical concerns for persons participating in outdoor adventures have changed. Diabetic hikers, post-coronary bypass surgery mountain bikers, and osteoporotic river rafters are now common in recreational areas. The American Association of Retired Persons (AARP) cited in a 2005 survey of baby boomers (the large demographic group born between 1946 and 1964) that Ͼ55% had participated in adventure activities in the past 12 months, including camping, hiking, snorkeling/scuba diving, white water rafting, and kayaking. 4 Geriatric patients (Ͼ65 years old) make up 13% of the United States population and 18% of EM department visits nationally. 5 As the first baby boomers reach 65 years of age in 2011, these percentages are expected to increase markedly and with them the number of geriatric participants involved in outdoor recreation.
The second factor affecting the spread of WM programs is increased recognition of disaster response as a top priority of the US Government. Disasters of an unprecedented scale have had tremendous impacts on our priorities, and disaster response planning has become a national mandate at the federal, state, and local levels. In 2007 alone, the Department of Homeland Security awarded more than $1.6 billion in grants to encourage such initiatives, and planners have realized that training in WM, with its emphasis on medical improvisation and treatment in austere conditions, is an integral part of a disaster response strategy for the patient care provider. 6 A third factor is increased recognition among health care providers of WM as a subspecialty. Since the formation of the Wilderness Medical Society in 1983, EM physicians have constituted a significant percentage of its membership and governance. Many of the early leaders in WM became influential voices in academic EM: Paul Auerbach, Luanne Freer, Edward Geehr, Peter Hackett, Kenneth Iserson, and Kenneth Kizer. Their rise to leadership positions in academic medicine has likewise brought attention to the field of WM.
WM as a common link: Our experience in a large urban university medical center
Many medical centers in the United States have active WM programs for medical students and residents under the aegis of emergency physicians, family practitioners, internists, and pediatricians. Among these, 2 sponsor postgraduate academic fellowships. These programs have historically tended to be in locations that directly serve large areas of unpopulated wilderness.
The EM residency program at New York-Presbyterian Hospital in Manhattan (and its affiliated medical schools, Columbia P&S and Weill-Cornell) began in 2003. Shortly thereafter, our faculty began to think about implementing WM into the curriculum as a way to diversify the residents' knowledge base and to expose them to an area of medicine not often encountered in an urban setting. We realized that our primary patient population (Upper East Side of Manhattan) is home to an incredibly active, well-traveled population that often presents with injuries or illnesses sustained thousands of miles away in exotic, rural locations-with limited medical care. As clinicians, we frequently saw wilderness injuries presenting to our EM departments in New York City in the form of envenomations, infectious diseases, and diverelated injuries. As our program matured, we noted a commensurate increase in enthusiasm for WM within our university community. Our experience suggests that this overlap of WM and EM, when viewed at an institutional level, can provide multiple advantages to members of our health care system and may be applicable to similar urban EM programs.
The Department of Emergency Medicine at New York Presbyterian Hospital is based at a large, tertiary care institution and is affiliated with 2 medical schools. The department trains students and residents, as well as prehospital providers, in EM and plays a role in disaster preparedness for our hospital and for New York City.
The initial enthusiasm by our residents for the WM program was overwhelming; 3-day pilot backcountry programs in the Adirondack Mountains were extremely popular with the residents. Nurses, EM staff, social workers, attending physicians, and residents were included in subsequent courses, and we realized enormous benefits to staff interaction and general morale in the EM department. The experience of spending three days in the outdoors learning about WM, without the stressors of a crowded EM department, helped foster multidisciplinary team building and acted as a tremendous incentive to expanding our program.
An unlikely partner
As we began to think about how to implement a WM program in a large urban hospital with little access to a backcountry environment, we realized that the solution was within our own institution. Like most medical colleges, we are linked to our undergraduate and other graduate schools under a large university umbrella. Separated by 200ϩ miles, many find the link between Cornell University's Ithaca campus (in western New York) and Weill-Cornell Medical College (in Manhattan) disadvantageous for cross-campus interaction and academic exchange, yet it proved to be a propitious opportunity for our department.
Cornell has an outdoor education program with courses that emphasize confidence building, leadership, environmental education, and communication. Cornell Outdoor Education (COE) began in 1972 and now is an institution that employs 150 student leaders (plus 10 fulltime staff) and offers 130 courses, in which 10 000 undergraduates and university alumni participate each year. COE has a tremendous inventory of outdoor equipment (backpacks, snowshoes, etc.) as well as a world-class climbing wall and large tracts of recreational areas, including an outdoor high ropes challenge course. Throughout the year, various aspects of the program take undergraduates to the far corners of the globe, including mountaineering in Alaska, kayaking in the Baja peninsula, and other extreme environments far from the northeastern United States. With this resource, we were able to plan integration of medical faculty with experts in outdoor education, to provide for a potent hands-on WM course in a collaborative setting.
Our colleagues at COE were excited about this interaction. Not only would it provide a way for Cornell undergraduates (over 35% of freshmen are self-declared premed) to gain access to medical faculty (a precious interaction for them), but it was also seen as a way to provide additional academic validity to the COE teaching efforts.
Our program
Our first pilot courses were completed in September 2005 and March 2006 at Cornell's New York City and Ithaca campuses and in the Adirondack region of New York. Participants included medical students, EM residents and faculty, paramedics, and nurses. The March course was taught jointly by instructors from COE and EM. Feedback after the courses stressed the need for increased classroom time and encouraged greater participation from outdoor education instructors. The program's success encouraged the Weill-Cornell Medical College to offer a 2-week course in WM with academic credit for medical students, taught jointly by EM faculty and residents alongside outdoor education instructors. It is currently offered semiannually, with a 2-part curriculum (Appendix available at www.wemjournal.org). The first week consisted of classroom workshops and lectures on principles of WM, an evidence-based review of relevant topics in the literature, and case-based discussions. Utilizing the strengths of our urban setting, this portion of the course included a tour of the Reptile House of the Bronx Zoo and an overview of botanical medicinals at the Bronx Botanical Gardens. The second week took place in the backcountry (Spring 2007: Arizona; Fall 2007: Adirondacks) and consisted of scenario-based learning, lectures, and demonstrations.
We were also able to mobilize the resources of our university with a 3-day WM Continuing Medical Education (CME) conference this past fall. Alongside national speakers in the field of WM were university faculty from the School of Veterinary Medicine (animal envenomations) and the School of Agricultural Sciences (snakebites and botanical medicinals). This conference afforded us the opportunity to collaborate with other departments and administrations outside the usual departmental channels, which we see as a valuable byproduct of this program.
The success of our medical student elective has afforded an opportunity to teach a modified syllabus as an official undergraduate course. This has the potential to be a revenue source for our department as undergraduate tuition is shunted to the medical college on a per student/ hour basis. Interaction with the undergraduate community in the form of a formal elective or through outdoor education programs gives us access to a pool of dozens of eager research assistants/subjects. Currently, we are utilizing these resources to study the presence of pathogens and the efficacy of commercial water filters, as well as quantifying the effect of outdoor education on student mental health.
We are hopeful to be able to offer postgraduate fellowship-level training in the future, as well as a hospitalwide team-building program either as an interdisciplinary trauma service or within the EM department.
Link with disaster medicine and EM service training
The field of disaster medicine has emerged in the past decade in response to both man-made and natural catastrophes. Our hospital and emergency staff has had firsthand experience in disaster management during the attacks of September 11, 2001, as well as in field placement around the globe, including tsunami relief work in Asia (2004) Although our hospital response was limited to 10 persons, the Department of Health and Human Services formally requested that our institution assemble a 100-person team of doctors, nurses, paramedics, pharmacists, hospital technicians, and other support personnel to be on standby for immediate deployment. We realized that such a team would need to be able to adjust rapidly to austere field conditions, including contaminated drinking water, uncertain infectious disease exposure, poorly supplied medical facilities, lack of electricity, and extreme heat or cold, as well as the psychological shock of a chaotic environment.
One year after our experience, our EM system has incorporated its own brand of WM training to their Special Operations team. Initially a Hazardous Materials team, this team has expanded its mandate to deal with any disaster response. Having lost 2 members in the attacks of September 11, 2001, our EM colleagues have been very enthusiastic about the opportunity to place themselves in an unfamiliar wilderness environment to improve teamwork and improvisational skills and to challenge their minds and bodies in ways not encountered in an urban environment. In the summer of 2006 and winter of 2007, our EM team underwent a 3-day WM course including high ropes rescue, at the end of which EM members rappelled from 40-foot heights. Our EM Special Operations team has been a valuable partner in our educational efforts. They teach a hazardous materials overview during the WM medical student elective and have continuously been present as faculty for the backcountry portion. During the WM CME Course, the Special Operations team taught a low-angle rope rescue workshop and an incident command seminar.
In summary, we believe that our experience is relevant to other large urban academic medical programs. What began as a desire to promote physician wellness and to expose our physicians to an area of EM not normally encountered in an urban setting has now expanded to a multifaceted program inclusive to all members of the university community. Our ability to reach beyond the doors of our own EM department has enhanced our ability to communicate and increase our academic stature, especially important for a relatively new department. We have also augmented our hospital's disaster response capabilities, and believe that the sum of our experiences has created a transferable rationale for wilderness medicine education in urban-based medical education.
